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AN F-4J launched from NAS Auxiliary for the first of 
two back-to-back periods of night FCLP. The first 
period began on schedule and was completed after seven 
normal passes. The aircraft then landed to hot refuel for 
the second period. 

During the initial FCLP period, the pilot experienced 
a buildup of ice and moisture in the aircraft’s 
air-conditioning system. To relieve the problem, he 
dumped cabin pressurization which shut off the 
air-conditioning turbine. On the ground, during the hot 
refueling evolution, the pilot attempted to blow the ice 
and moisture out of the air-conditioning ducts. 

After refueling and installation of another drogue 
chute, which took about 30 minutes, the pilot taxied to 
and held short of the duty runway, on tower frequency. 
The FCLP pattern was “hot” and under the control of 
an LSO on “paddles” frequency. 

While holding short, the pilot went over the takeoff 








checklist with the RIO, reporting that he was holding 
the flaps. The RIO then contacted the tower for takeoff 
clearance and was shifted to “paddles.” The LSO advised 
that the Phantom would be cleared to launch following a 
full-stop aircraft at the 90. 

After the landing aircraft had rolled past, “paddles” 
cleared the aircraft to “position and hold.” Then, about 
a minute later, cleared it for takeoff, giving the wind and 
traffic interval. 

While taxiing into position, the pilot noted traffic 
turning off the 180 degree position and made a final 
adjustment of the air-conditioning temperature control. 
No further mention of the takeoff checklist or the flap 
position was made by either crewmember. The pilot 
reported words to the effect that “everything looks OK, 
ready to roll” to the RIO and received an affirmative 


response in return. 
The F-4J commenced an MRT takeoff roll with the 


pilot using the full aft stick takeoff technique in 
accordance with NATOPS. (The flaps were still in the 
full-up position.) The aircraft accelerated normally as 
rotation began. The pilot and RIO both estimated the 
initial rotation at about 15 degrees. 

The pilot’s first indication of difficulty was a 
“rumbling” vibration, followed by a badly vibrating 
instrument panel and apparent flames seen through the 
rearview mirrors. These observations led the pilot to 
believe he was experiencing a catastrophic engine fire. 
He erroneously believed himself airborne at this time 
and began to form a decision to eject. In reality, the 
aircraft was still on deck with the stabilator dragging on 
the runway. The LSO noted this and transmitted, 
“You’re scraping your stabilator.” The pilot either did 
not hear this or failed to comprehend its meaning. He 
informed the RIO of the apparent engine fire and called, 
“Engine fire, eject!” as he initiated command ejection 
from the front cockpit. 

The RIO’s observation of difficulty during takeoff 
centered on the lack of acceleration above 120 knots. 
The vibrations and fire signs noted by the pilot were not 
evident to the RIO. Because of nearly normal rotation 
indications, the RIO analyzed the lack of acceleration as 
a power loss and called for “burner.” At about the same 
time, he heard the LSO’s “‘stabilator” call and the pilot’s 
“engine fire” and “eject” calls. In response, the RIO 
initiated ejection as his own seat fired. The ejections 
were normal in all respects and neither crewmember was 
injured. 

The aircraft continued along the ground leaving the 
starboard side of the runway at a 25-degree angle and 
travelled across 2000 feet of unprepared surface prior to 
crossing a drainage ditch and coming to rest. The aircraft 
was destroyed by fire after impact with the ditch (see 
photos). Continued 
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Neither the pilot nor the RIO was aware during 
takeoff that the flaps were improperly positioned. 
Hence, their expectations were based on the normal 
one-half flap, full aft stick takeoff characteristics 
previously experienced in their FCLP training flights. 
Evidence on the runway shows that the stabilator tips 
first contacted the runway on centerline after about 
1400 feet of takeoff roll. An analysis of rotation angle 
versus stabilator/runway clearance made by the 
manufacturer shows that the no-flap, full aft stick 
condition would result in stabilator/runway contact at 
14 degrees 30 minutes of rotation. 

The pilot’s actions preceding the accident were given 
close scrutiny by the mishap board. Until the time he 
taxied into position for takeoff, his habit patterns were 
in conformance with established procedures. Yet, upon 
taking the runway, he failed to lower flaps. No further 
mention and no apparent further use was made of the 
takeoff checklist after the pilot told the RIO that he was 
holding the flaps. 

The circumstances existing during this pretakeoff 
evolution were studied in an attempt to account for this 
deviation from habit and procedure. The pilot’s account 
of excess moisture in the air-conditioning system, his 
concern for full-stop landing traffic, and another aircraft 
in the FCLP approach were all considered. 

It was the opinion of the board that such 
circumstances are normal, or very nearly so, to any night 
FCLP pattern entry and were not sufficiently stressful to 
set up the classic “habit pattern interruption” so well 
documented in aviation safety history. Rather, the 
pilot’s failure to properly position the flaps for takeoff 
seems to stem from preoccupation, inattention, or 
careless procedural deviation. 

Given that the takeoff began with full aft stick, the 
unintentional and unnoticed no-flap configuration takes 
on tremendous significance. The actual flight 
characteristics in this takeoff situation verify those 
predicted by the F-4J NATOPS for the combination of 
no flaps with full aft stick: “CAUTION...a rapid 
noseup pitching moment will occur during flaps-up 
takeoff if the stick is held full aft after 
rotation... Stabilator effectiveness during a no-flaps 
takeoff is considerably greater than during a half-flaps 
takeoff, therefore, the stick must be programmed 
forward more rapidly to prevent overrotation beyond 
the desired 10° to 12° takeoff attitude ...No-flap 
takeoff speed will be 10-20 knots faster than half-flap 
speed.” 

An analysis by the mishap board indicated that after 
brake release, the F-4J accelerated normally and, as 
stabilator effectiveness was gained, rotated sufficiently to 
begin stabilator-runway contact while still well below 
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liftoff speed. Once this attitude was achieved, the pilot 
maintained sufficient aft stick to continue the 
stabilator-runway contact. This caused the “rumbling” 
vibration felt and the reflected “fire signs” seen by the 
pilot. 

The premature rotation well below the no-flap liftoff 
speed increased the drag sufficiently to reduce the 
takeoff acceleration and cause an airspeed hangup at 
110-120 knots as noted by the RIO. The vibrating 
instrument panel made it difficult for the pilot to 
determine his airspeed. This contributed to his erroneous 
assumption that he was airborne when he decided to 
eject. At no time did the pilot observe any cockpit 
firewarning indications. 

The pilot indicated he was “programmed”’ to eject in 
the event of an engine fire after takeoff. Hence, his 
mistaken belief that he had become airborne is of 
significance as it apparently precluded any thought of 
aborting. Further, although the pilot did not hear the 
RIO’s “burner” calls, he stated that he would not have 
gone into afterburner anyway because of his belief that 
he had an engine fire. 

Hence, two alternate courses of action, i.e., aborting 
the takeoff or increasing thrust to gain flying speed, 
were not considered by the pilot because of his analysis 
of the situation. A third course, easing stick from full aft 
to reduce nose attitude, was not considered because of 


the nearly normal rotation felt by the pilot. 
In retrospect, it can be seen that as subsequent events 


in the causal chain developed, the pilot’s error — failure 
to properly lower the flaps for takeoff — placed him in a 
position where survival became the paramount 
consideration. In reality, however, a variety of other 
feasible courses of action existed which might have 
minimized the seriousness of the situation or even 
prevented the accident. 

The RIO was required by the F-4J NATOPS to 
complete the takeoff checklist, including a visual check 
of the flaps, and to report “flaps, ramps, ready for 
takeoff.” Additionally, squadron SOP calls for 
completion of the NATOPS pretakeoff checklist prior to 
taking the runway, with the further provision that 
“when flaps are lowered, they will be visually checked 
down by the RIO.” The RIO’s failure to comply with 
these established procedures removed a vital cross-check 
on the pilot’s actions and allowed the failure to lower 
flaps to go undetected. 

The mishap board noted, in conclusion: 

“Existing NATOPS and squadron training procedures 
for conducting the pilot and RIO pretakeoff and takeoff 
checklists are considered accurately stated and properly 
structured. The Board can only recommend that these 
existing procedures be strictly and religiously adhered to 
and that all aircrews continue to be briefed on the 
importance of completing this most basic requirement. 
Only positive action, however, by aircrews actually in 
control of aircraft can prevent such needless accidents in 
the future.” = 
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Spit It Out. Mothers expect babies 
to pop anything they can reach into 
their mouths. Consequently, babies 
are pretty darn well supervised. It’s 
too bad that, within reason, the 
same rule of supervision is not 
extended by operators of jet 
engines. 

An SH-3G was on a scheduled 
6.5-hour logistic flight to visit many 
ships. The pilot landed aboard a 
DLG to transfer passengers and 
cargo. After about 10 minutes on 
deck, the aircraft departed. Less 
than a minute after takeoff, while 
cruising at 100 feet and 90 KIAS, a 
loud, banging noise was heard. It 
came from the overhead, starboard 
side, and manifested itself by a 
sizeable torque drop on the No. 2 
engine gage. 

The pilot assumed compressor 
stall (correctly). No. 1 engine was 
advanced to full power, and No. 2 
retarded to ground idle. The noise 
ceased. The HAC flew about 4 
miles to USS Flattop where an 


uneventful single-engine, run-on 
landing was made. 

An inspection revealed one-half 
of a cigarette pack lodged against 
the variable inlet guide vanes. The 
pack was shredded, so it’s suspected 
the other half was ingested. 

Fortunately, the engine loss 
occurred after the pilot attained 


single-engine airspeed. If the pilot 
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had been forced to make a water 
landing, it’s doubtful a single-engine 
takeoff could have been made. 
(Winds were light and variable, high 
density altitude existed, and the 
helo was near max gross.) The near 
loss of an aircraft, crew, and 
passengers because of a carelessly 
discarded empty cigarette pack is 
frightening. This emphasizes the 
need for a thorough briefing of all 
topside personnel and a FOD 
walkdown before helicopter flight 
operations begin aboard 
nonaviation ships. 


T-Bird Twist. ‘’ ...and 
furthermore, Colonel, sir, begging 
your pardon, | didn’t even know 
you were in the pattern until | 
heard the tower tell someone that | 
was a_touch-and-go.’’ That 
statement was made by a C-130 
pilot to the pilot of a T-33 after a 
little mixup on the runway. 

The T-33 had been cleared to 
land, behind the C-130 shooting 
touch-and-gos. (The T-bird pilots 
were aware of the Herky-bird.) At 
approximately 35 feet above the 
runway, the T-bird dropped 
abruptly, contacted the concrete 
nose high, and bounced back into 
the air. It then went into a 
right-wing, nose-down attitude, hit 
the runway again skidding right, 
and then waved off. 

PILOTS ARE AGAIN 
REMINDED OF THE DANGERS 
OF OPERATING SMALL, LIGHT 
AIRCRAFT BEHIND HEAVIES. 


Stand By, Blast Coming. A big 
birdfarm (CV no less) was operating 
its aircraft, a mixture of rotarywings 
and stiffwings. One of the 
helicopters, an SH-3, was on the 
angle (helo spot No, 2) for launch. 
An A-7 was being towed out of the 
pack for launch, and as the deck 
crew turned the Corsair toward the 
bow, its port stabilator impacted 
the helo’s starboard sponson. 








The usual reasons were given in 
the ground accident report. 

@ Insufficient clearance. 

@ No wingwalkers. 

@ Unqualified ‘’yellow shirt. 

@ Tempo of flight operations. 

@ Manning level of the air 
department. 

Manning level of the air 
department? Now there’s a new 
one. One endorser commented on 
the fact that the crew was “rusty” 
after extended in-port periods. 
Another comment was that because 
of its reduced manning level, the air 
department had _ eliminated 
wingwalkers during flight deck 
evolutions. 


“ 


Now | Lay Me Down. A UH-1 was 
on an instrument training flight 
with clear weather and unlimited 
visibility. The air was extremely 
smooth. 

A large jet of the 727 variety, on 
final descent for a commercial 
airport, passed approximately 7 to 
8 miles ahead and 1000 feet higher 
than the Huey. Prevailing winds were 
from the rear of the Huey and by 
all standards should have blown any 
wake turbulence away from it. 

Two to three minutes after the 
jet had passed, the Huey suddenly 
started a rapid, but not violent, 
right roll. Left cyclic was applied 
with no effect. With the cyclic on 
the left stop, the aircraft continued 
its right roll until it finally stopped 
with a right bank of 130°, 
according to the pilot’s attitude 
indicator. 

Further movements of the cyclic 
(fore and aft) had no effect. The 
aircraft was then given full right 
pedal, and full power was added to 
prevent the possibility of severing 
the tail boom. This resulted in a 
steep nosedown attitude with the 
airspeed indicator on zero. 

The aircraft was then pulled out 
of this steep dive, ending up level 
with 110 knots airspeed and a loss 


of 1500 feet of altitude. 

Throughout this near-inverted 
flight, the aircraft went through 
numerous vibrations and gyrations 
such as: mast bumping, 
transmission rock, rotor head stress, 
transmission mounting points 
stress, and lift link stress. The 
aircraft is now going through 
extensive tests and inspections for 
possible overstress of airframe and 
dynamic components. 

It is hoped other pilots will learn 
something from this experience. 


USAAAVS FlightFax 


* Trubulence. ‘‘We were in a C-130 
and had departed on an operational 
flight. We were cleared to climb 
unrestricted to 15,000 feet. We 
never made it. As we_ passed 
through 9000 feet, we encountered 
severe CAT (clear air turbulence).”’ 
An unsecured aluminum ladder, 
laying on a bunk, became a missile 


until its flight was stopped by the 
head of an observer who was 
checking for a loose gear door. The 


door had been left unsecured 
during preflight. The observer was 
knocked cuckoo but not 


* 'trub-bu-len(t)s \ the quality or state 
of being in disarray a: out of control b: 
severe atmospheric problems 
characterized by _ violent vertical 
currents — according to Ace L. 


unconscious. 

Another unsecured mass, a 
vacuum cleaner and two boxes of 
hydraulic fluid, sailed down the 
side of the aircraft zapping one 
crewman and splashing fluid in the 
eyes of another. 

An investigation revealed: 

@ The gear doors were not 
safetied on preflight because the 
flight engineer assumed another 
crewman had completed that part 
of his preflight. 

@ A small box, and nothing else, 
had been secured on the ramp with 
a frayed piece of clothesline. 
Although it broke loose, it injured 
no one. 

The aircraft commander had 
asked the _ flight engineer if 
everything was secure aft. The reply 
was automatic although the 
engineer, who had received an 
injury the day before when he fell 
from a checkstand without safety 
bars, didn’t check. The engineer 
checked security aft, over ICS, with 
an observer who had a hearing 
problem and didn’t know what he 
had been asked. Huh? 

To cap this farce, would you 
believe that aircraft ditching was a 
consideration, but would never 
have been an actuality because the 
pilots and flight engineer didn’t 
have on their survival equipment.—<€ 
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FROM BAD TO 


By MAJ D. A. Davidson 
Canadian Forces 


“PHASE One conditions are in effect,” crackled the 
HF receiver as the weather sequence from Thule Airways 
was reported. Surface winds are variable 40-60 degrees 
off runway heading and gusting to 35 knots. Surface 
visibility is variable from one-quarter to one mile in 
blowing snow! 

The crew eyed the plume of fuel spewing from the 
No. 1 engine fuel control drain mast, warily watching it 
vaporize under the hot turbine exhaust. An engine 
shut-down would be inevitable because of the fuel leak, 
and the decision point was rapidly approaching. The 
approach would have to be flown on three engines, and 
destination weather was deteriorating. 

In addition to the usual crosswind landing problems, 
those gusty winds would cause moderate to severe 
turbulence on final. The surrounding high terrain of the 
ancient fjord always did that. Thule was close to being 
closed. The alternate was holding up well, but fuel 
reserves left little option over the legal minimum 
requirements. 

As happens so frequently, when one problem arises, 
so do others — simultaneously. Trouble seems to come 
in pairs. None of the problems were difficult individually 
if nothing changed for the worse, but in combination, 
they forecast trouble! The number of alternatives open 
to the aircraft commander was rapidly decreasing, and 
tension in the Hercules crew increased noticeably as they 
approached the decision point. 

The C-130 was enroute from Winnipeg to Bardufoss, 
Norway, with a fuel stop at Thule, Greenland. Onboard 
were members of an advance party with vehicles and 
equipment necessary for participation in a NATO 
Exercise on Europe’s northern flank. 

Arctic flying is fascinating, but challenging! Here, 
facilities are often basic, alternate aerodromes hundreds 
of miles apart, weather reporting stations sparse, and 
weather changes rapid. 

At very low temperatures, minor changes in the 
atmospheric moisture produce far-reaching and 
hard-to-forecast weather changes. An open lead in the 
pack ice, for example, may cause ice fog that extends for 
great distances. Airfield ceilings and visibilities can be 
forced below sensible landing limits in a very short time. 

The trip had begun with no hint of difficulties. The 
airplane functioned smoothly, and the “How-Goes-It” 


situation was developing according to flight plan. 
Estimates and actual arrival times stayed close together. 
The destination weather sequences for Thule and the 
alternate weather reports for Resolute Bay and 
Sondrestrom were forecast suitable and were remaining 
satisfactory. At Flight Level 210, the Hercules flew 
above the weather in a sparkling blue sky. 

Interspersed with the developing routine of flying the 
airplane, the aircraft commander, copilot, and flight 
engineer had been discussing the details of the airplane’s 
electrical system. Verbally simulating malfunctions, they 
were going through the unending learning and review 
process that is the responsibility of the aviator. Their 
discussion was interrupted when, during his scan outside 
the cockpit to the left wing, the aircraft commander saw 
a Startling sight. 

From the fuel control drain mast below No. | engine, 
a rooster tail plume of fuel was spraying out ina feathery 
fan. The fuel plume was vaporizing just as it passed 
beneath the hot turbine pipe. There was a fuel leak 
somewhere in the engine fuel system, even though the 
engine continued to operate smoothly. 

After some juggling with fuel flow and a reselection of 
fuel boost pumps, the flight engineer was able to reduce 
the fuel spray almost to nothing. Since everything was 
safely stabilized and the flight time was about the same 
to destination as to origin, the flight continued. As part 
of the forthcoming exercise, a detachment with suitable 
repair capability prepositioned at Thule, so it was 
logical to carry on for the remaining 3 hours of flight. 

As the flight progressed, the pilots and the flight 
engineer analyzed the problem, evaluating all the 
possibilities. During descent, the changing airflow about 
the engine would possibly draw some of the vaporizing 


















































= 


—————aaaSE oe 


a7 
} a 
———— 


E— 





approach/february 1974 





WORSE 


fuel back closer to the tailpipe. Consequently, the engine 
would have to be shut down prior to descent. Secondly, 
the limitations on the use of the fuel boost pump meant 
that a main outboard fuel tank would not supply fuel 
properly. Progressively, the airplane would get more and 
more out of trim laterally, thus producing an awkward 
landing problem in a crosswind with one engine shut 
down. 

Two hours out, the crew received the Thule weather 
report. A change had occurred. Surface winds were 
increasing significantly above those forecast, and the 
visibility was lowering as snow began to blow. The 
ever-lurking katabatic winds were beginning to blow 
down from the Greenland Icecap. 

One hour out, the crew received the discouraging 
details that the weather had deteriorated even further. 
Surface visibility was nearing minimums, and crosswind 
gusts were exceeding aircraft landing gear limits. 

The experienced Arctic hands amongst the crew knew 
that the turbulence would present some control 
difficulties during the final part of the approach. Couple 
these difficulties with those presented by the fuel leak, 
and the crew’s problems were indeed being 
compounded. 

Upon receipt of the last weather information, the 
aircraft commander made an immediate 
decision — divert to Sondrestrom. He and the navigator 
had planned for this eventuality, consequently, the 
navigator had a new heading and time estimates ready 
for use. One and one-half hours to Sandrestrom. 

The copilot filed a new flight plan. The engineer 
rechecked the fuel figures and confirmed the 
“How-Goes-It” plot with the navigator. 

Functioning systematically, the crew laid out the 











revised trip quickly and professionally. One thing was 
clear, they were committed. With Sondrestrom selected, 
there would be insufficient fuel to reach any other 
aerodrome. 

Sondrestrom weather reports remained good, 
although it too was subject to katabatic winds and severe 
turbulence. 

Prior to descent, the aircraft commander shut down 
No. 1. No serious trim problems developed from the 
unbalanced wing fuel. The pilot requested the crash 
rescue crews to follow the Hercules closely on landing in 
case fire broke out as the airplane slowed. The big bird 
touched down smoothly, completed its landing roll, and 
fortunately, no fire broke out behind No. | engine. 

After shutting down the engines on the ramp, the 
crew relaxed. Tension had been building up for hours, 
first imperceptibly, then more starkly. It now broke. 
The usual friendly crew banter broke out again on the 
flight deck, and the navigator chided the pilot for 
“squeaking” the wheels on landing. The experience was 
over. 

It’s often said that reinforcement is a necessary 
function of learning. The lesson to be learned is best 
retained by first being taught and then by first-hand 
encounter. As the aircraft commander of this crew, I had 
several lessons well brought home. The special lessons of 
Arctic flying have taught me caution for years, but 
sometimes the specific precautionary needs of northern 
flying become remote because nothing goes wrong. 
Practical requirements such as carrying two alternates 
seem redundant after a period of uneventful trips. The 
fact that problems seldom come one at a time fades in 
one’s mental reality. Often, one seems to be following 
regulations mechanistically without purpose. 

Then, vividly, a series of events such as experienced 
during this trip brings reality to the need for caution and 
life to common sense rules. I am a better, safer aircraft 
commander because of the experience. 

Courtesy Flight Comment 
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Who’s Flying the Approach? 


By LTJG David J. Wagner, USNR, VA-46 





WITH the advent of new components to help the 
pilot fly his aircraft, the unsuspecting naval aviator may 
begin to blame the “black boxes” for degradation in 
performance instead of accepting the final responsibility. 
Pilots flying the A-7B are especially susceptible to this 
hazard. The aircraft has relatively unsophisticated 
avionics gear compared to the present state of the art, 
but recent shipboard and aircraft changes have given the 
aircraft a Mode | “automatic” landing capability. This 
added capability and the increased emphasis on naval 
aviation safety, particularly during the carrier landing 
phase, have also resulted in higher usage of the aircrafts’ 
APC (approach power compensation) system. 


Hence, A-7B pilots, once used to flying the aircraft 
unaided, are presently experiencing the transition to 
various degrees of “hands off” flying. 

Heard with increased frequency during LSO debriefs 


in readyrooms are comments similar to the 
following: “The APC did not reduce power,” or “The 
APC added power as I corrected for the climbing ball; 
that’s why I boltered,” or “The APC didn’t respond as | 
corrected for the settling ball; that’s why I got a taxi 
one.” 

In the majority of cases, these are honest and valid 
comments. Most naval aviators with significant carrier 
experience can analyze their approach and the aircraft’s 
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response with a high degree of accuracy. The critical 
point is that some aviators have crossed the fine line 
from offering amplifying and helpful information to 
shifting the blame. 

The ultimate responsibility for any approach remains 
with the pilot, even though the “black boxes” may not 
have performed as advertised. It is incumbent upon 
every pilot to check each piece of gear as thoroughly as 
possible prior to its use, especially if the component in 
question is being relied upon for aiding in a phase of 
flight as critical as the carrier landing. Any abnormal 
indication of the gear’s capability to perform its assigned 
task or any maintenance gripe not worked off 
satisfactorily should provide a basis for precluding its 
usage. When using the APC, the pilot must monitor its 
performance constantly during the approach and must 
be prepared to assume manual control of the throttle. 

Mode | or Mode 1A approaches can make the A-7B 
pilot a mere spectator who is betting his life on flawless 
performance of the aircraft’s AN/ASW-25A Data Link 
Receiver, the AN/ASW-26 Automatic Flight Control 
System, the APC, the APN-154 Radar Beacon, the ship’s 
hardware and software, and the air controller in CATCC. 
One weak link in this complicated chain could have 
disastrous consequences. Again, the pilot must monitor 
the overall performance during the “hands off” 
approach and take control of the aircraft when the 
situation warrants. It is the pilot’s responsibility not to 


allow the apparent wizardry of the various integrated 
components to place the aircraft in an unsafe flight 
condition. 

In the future, pilots may be replaced entirely by 
RPVs (remote piloted vehicles). Until then, however, the 
final responsibility for the Navy’s multimillion dollar 
aircraft rests with the naval aviator. This responsibility 
cannot be delegated to the “black boxes.” The naval 
aviator who rationalizes below average performance by 
pointing the finger at avionics gadgetry is not accepting 
his final responsibility. ~< 


Best Ideas for Aviation Safety 


RECENTLY, COMNAVAIRPAC requested 
commanding officers of NAVAIRPAC units to submit 
their “‘one best idea” for improving aviation safety. The 
responses were uniformly enthusiastic and constructive. 
As a result of these replies, certain “best ideas” have 
already been implemented. Others are under study. 

Most responses indicated that the commanding 
officers felt a great need for safety education and safety 
consciousness at all levels, particularly among the men 
who actually work with the equipment. The time has 
passed when it is necessary to convince management of 
the value of safety. They are convinced. It’s time to pass 
the word down the line. 

A significant number of responses indicated support 
for the aviation safety department concept at the 
squadron level. This ties in well with the need for more 
general safety consciousness and is a proposal that has 
been acted upon. Twenty-five squadrons have been 
designated to evaluate the safety department concept. 


Another major area of suggested improvement was in 
the use of flight simulators and trainers. Efforts are 
currently being made by this headquarters to increase 
the availability and improve the distribution of these 
devices. 

In response to other ideas from the commanding 
officers, increased emphasis is being directed toward 
scheduling of carquals and other operations, 
professionalism, and full planning of training flights. The 
overly-enthusiastic ‘‘can-do spirit” is being 
deemphasized, as is cannibalization and the use of 
“operational necessity” and “tempo of operations” as an 
excuse for unsafe practices. 

The overall excellence of the suggestions for aviation 
safety from NAVAIRPAC commanding officers is a 
tribute to the quality of that corps of leaders. With 
safety improvement as an everyday mission, | am 
confident we can look forward to a continued reduction 
in the NAVAIRPAC accident rate. Make it so! 

COMNA VAIRPAC message 
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In the past, helicopter IFR recovery operations have relied on fixed-wing 
instrument approach procedures — now, as more and more “copter only”’ 
approaches emerge, the author, who was chairman of the U.S. military 
committee that developed the copter only approach, explains the charting 


standard. 
Helicopter 


HELICOPTERS operate at 
relatively low airspeeds for 
instrument approach maneuvering 
and can safely approach at steeper 
angles and rates of descent than 
airplanes. Less visibility is required 
for landing because of the inherent 
ability to safely decelerate after 
acquiring visual contact with the 
surface. Flying fixed-wing 
procedures into helicopter landing 
points under IFR is not acceptable 
for helicopters. 

Criteria for helicopter 
instrument approach procedures 
have been developed under the 
chairmanship of the USAASO (U. 
S. Army Aeronautical Services 
Office) to cater to IFR needs. It 
will be applied by all the military 
services and the FAA (Federal 
Aviation Administration) at 
locations where U. S. government 
elements exercise jurisdiction. 

Procedures may be developed 
for helicopter-only operating bases 
and also at fixed-wing airfields 
where separate helicopter 
procedures are needed. As usual, 
fixed-wing rules will be followed by 
helicopters at locations not 
requiring separate helicopter 
procedures for separation of mixed 
traffic. For these, the category A 
aircraft minimums will be used. 

A U. S. government charting 
criteria has been developed for 
helicopter-only approach 
procedures. Because of the detailed 
engineering involved, application 
must be relegated to well-trained, 
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A survey of the prototype charts ams 1249 
will provide a quick insight into the 
total system. Let’s take the system 
apart, step by step, to see how it 
flies. 

Helicopter approach criteria 
ideally provide for an IFR approach 
to a landing area. When this is not 
possible or feasible because of 
obstructions or traffic conflicts, it 
is permissive to terminate the IFR 
approach at a safe altitude at a 
“point in space” and proceed 
visually to the site of intended 
landing. 

In charting for these two type 
helicopter approaches, it was 
desirable to maintain commonality 
with U. S. government procedural COPTER ONLY 
and charting standards to the inne 
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fixed-wing standard chart. A 
planview scale of 1:500,000 is used. 
The plan, profile, and minimums 
areas are depicted in an identical 
manner. The circled H symbol for 
Bell APH is common with U. S. and 
International Civil Aviation 
Organization chart legends. 

The alighting area symbols used 
in the aerodrome sketch area, 
however, are new in charting. They 
represent common markings which 
may be found at heliports and on 
aerodromes worldwide. Such 
symbols will be depicted (when 
known) for each pad or landing 
area. If unknown, the common 
circled H will be used. 

For this chart, the exact point of 
intended landing, after executing 
the VOR 275 -degree procedure, is 
depicted in the negative form to 
represent the markings painted on 
the landing pad. This innovation 
will eliminate any doubt as to 
where the helicopter will initially 
terminate the approach and 
contributes to exact 
pilot/controller understanding 
necessary for safe and efficient air 
traffic control. This is especially 
important at heliports where a 
proliferation of pads and landing 
areas may exist. 

The aerodrome sketches in Figs. 
1 and 2 and the legend symbols in 
Fig. 3 tell it like it is. The formee 
cross used to identify the final 
approach fix in the planview of 
“TACAN only” procedures is being 
phased out of the symbol systems. 
This is to avoid confusion with the 
similar symbol used to mark 
helicopter alighting areas. The FAF 
(final approach fix) symbol will 
continue to be used to mark the 
final approach fix in the profile on 
nonprecision procedures, both 
fixed and rotary wing. Confusion 
should not arise when used for this 
purpose. (It was not considered 
prudent to remove the symbol 
which has a history of longtime use 


for this purpose.) 

The Hiller APH Copter VOR 
276-degree approach chart (Fig. 2) 
reflects an identical approach area. 
The final approach course is offset 
by 1 degree, to a point in space. 
This deliberate action sets the stage 
for basic understanding of point in 
space procedures by comparison. 

The planview aspects are 
identical except that a scale of 


1:250,000 is used. This scale will be 
used only when necessary to relieve 
chart clutter or better show the 
procedure. At this scale, the area of 
coverage in the planview is reduced 
by 50 percent. This may result in 
the need for feeder rings (not 
shown) if they are required. At the 
point in space, the aviator acquires 
ground contact and _ proceeds 
visually to the point of intended 
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landing, provided VFR permits. 

The secondary aerodrome/heli- 
port (Bell) is shown by the 
common pad symbol in subdued 
lines (color). The visual track and 
distance to the primary heliport 
(Hiller) is provided. Approach 
minimums are related to the point 
in space and are not different from 
the 275-degree procedure to Bell 
AHP. 

The point in space, also the MAP 
(missed approach point), is noted, 
and an associated inset is provided. 
This inset provides significant visual 
landmark features at and 
surrounding the point in space MAP 
to assist in rapid orientation and 
decision making prior to the visual 
operation which must follow. The 
inset scale may be varied as 
necessary for adequate coverage of 


geographic detail to assist in rapid 
Orientation. The _ distance 
relationship will always be shown. 

Because of relative slow 
helicopter approach speeds, the 
time and distance method of fixing 
the point in space is not precise. 
Lateral system error compounds 
this problem. The agency 
responsible for the procedure must 
consider such deviations in selecting 
the scale for the inset. Cartographic 
judgment also will influence the 
scale and amount of detail to be 
shown. When orientation at the 
MAP is acquired, the pilot is 
expected to proceed visually, using 
suitable visual charts, to the area of 
intended landing. Significant 
obstructions or hazards enroute, 
not otherwise charted, are found in 
the notes area of the chart. 


The ASO Has Nothing To Do 


The aerodrome/heliport sketch 
(Fig. 3) is drawn to show the 
landing area symbol in negative 
print. Significant visual landmark 
features at and surrounding the 
landing area are also provided to 
assist in orientation, traffic pattern 
entry, and planning the landing 
approach. 

Considerable efforts and study 
have been expended in developing 
original U. S. helicopter approach 
criteria and charting standards. It’s 
expected that experience will result 
in identification of improvements 
which may be _ implemented. 
Flyable charts are available in the 
U. S. DOD FLIP. 

Fly the numbers, follow the 
rules... the pictures and symbols 
will tell it as it is. 

Adapted from Aviation Digest 


AS nearly everyone knows, the Aviation Safety Officer has practically nothing to do 
except: recommend to the CO what has to be done to keep his outfit accident-free; explain 
to pilots why they should follow a certain NATOPS procedure; listen to them tell him why 
they don’t, or why it should be done in a different way; keep checking to see that the pilots 
are following the procedure, find out they haven’t been, inquire why, listen to the flyboys 
dissertate on how the procedure stinks, follow up again, only to find they’re still doing it 
incorrectly; recommend to the CO that a NATOPS change request be submitted, send it off 
to the NATOPS Model Manager, have it considered at the next review conference, have it 
rejected because the one presently being used is considered the best; call an APM and take 
20 minutes to tell the pilots how it has taken 8 months to get the change considered and 3 
minutes to get it rejected; take a week to recheck each pilot to ensure he follows the proper 


procedure, listen again as to how the procedure stinks; etc., etc. Everyone knows the ASO 
has practically nothing to do. 
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ON 2 July 1975, a new era in air traffic control will 
begin. On that date, approximately 100 terminal traffic 
control facilities and 20 enroute traffic control centers 


will be equipped to automatically interrogate and 
display identity and altitude data for aircraft utilizing 
modern radar beacon transponders with altitude 
reporting capability. 


A new regulation, effective 20 July 1973, 
progressively establishes the need for transponders and 
automatic altitude reporting equipment in certain 
designated airspace where such equipment will expedite 
the flow of traffic and vastly improve system safety and 
efficiency. Only aircraft equipped with an operable radar 
beacon transponder having a Mode 3/A 4096 code 
capability and a Mode C capability for transmitting 
pressure altitude information in 100-foot increments will 
be permitted: 

1. After 1 July 1974, in Group I Terminal Control 
Areas; 

2. After 1 January 1975, in Group II Terminal 
Control Areas; 

3. After 1 January 1975, in Group III Terminal 


— 





Control Areas, unless the aircraft is participating in the 
ATC system; 

4. After 1 July 1975, in all controlled airspace of the 
48 adjacent states and the District of Columbia above 
12,500 feet MSL, excluding the airspace at and below 
2500 feet AGL. 

The new rule does not apply to helicopters in TCAs 
below 1000 feet AGL if operating under a letter of 
agreement or to gliders above 12,500 feet MSL but 
below the positive control floor of 18,000 feet MSL. 

With automatic altitude reporting equipment in the 
aircraft and the new data processing systems installed in 
the ATC facilities, the control of aircraft is greatly 
simplified. Alphanumeric data can be displayed 
automatically on the radar scope from the moment the 
aircraft enters the radar surveillance area of the 
controller’s display. The aircraft identity or reported 
beacon code will appear adjacent to the target position 
symbol together with the reported altitude and, also, 
calculated ground speed wherever automatic tracking is 
provided. The controller will be able to tell the relative 
distances of one aircraft from another, with regard to 
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altitude as well as azimuth. Aircraft at altitudes that he 
is not concerned with can be removed selectively from 
the scope, allowing him to concentrate on the traffic for 
which he is responsible. 

The pilot’s task is also simplified in that he is no 
longer obliged to respond to frequent radio inquiries as 
to altitude and position, thereby giving him more 
freedom to concentrate on his cockpit chores and to 
look out for other aircraft. Any deviation from his 
assigned altitude, however, can be quickly detected by 
the controller on the scope. 

Other advantages to be derived from automatic 
altitude reporting equipment include: 

@ Less congestion on the frequencies. With fewer 
routine transmissions between pilot and controller 
regarding altitude and identification, the frequencies will 
be more available for other essential interrogation, 
clearances, clarification of vectors, emergency calls, etc. 

© Greater safety in case of radio failure. \f the radio 
fails but there is still power to activate the transponder, 
an emergency code setting on the latter will immediately 
inform the controller of a problem, and he will still be 
able to identify the aircraft on his scope, vector other 
aircraft away from it, and most importantly, he will 
know the aircraft’s altitude. 

© Greater vectoring flexibility. The controller can 


determine at a glance the altitudes and flightpath of all 


the aircraft in his sector and can plan the shortest 
landing path for them, and especially distressed aircraft, 
in a much shorter time. 

@ Fewer delays in flight. Altitude readouts that have 
been verified may be used in lieu of verbal reports for 
the vertical separation of aircraft. Eliminating the need 
for these verbal reports will keep the flow of traffic 
moving more efficiently and safely than has been 
possible previously. 

@ Fail-safe protection. The chances of human error 
are much reduced when the altitude and identity can be 
displayed continuously on the scope, rather than 
maintained manually or mentally. Correlation studies 
conducted by the agency have found that the altitude 
automatically displayed on the controller scope 
corresponds with indicated altitude in the cockpit as 
much as 99.6 percent of the time. This capability can be 
used without compromise to a safe operation. 

The FAA’s intention to require altitude reporting 
equipment for busy terminal areas and the upper 
segments of controlled airspace has been made known in 
a series of Notices of Proposed Rulemaking dating back 
to 1965. The agency has conducted many conferences 
with aviation users and with industry in proceeding with 
the program and has been assured that aircraft operators 
who act promptly can be equipped with the required 
transponders well before the scheduled deadline. oe 
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APPROACH writers (mostly gray-haired old fudds), 
have become pretty calloused over the years. Whatever 
unusual tricks that can be done in aircraft, they have 
either done themselves, know someone who has, or have 
read about it in an incident report or AAR. 

Every now and then, the quiet in the writer’s room is 
blasted by someone who scans a message and announces 
to all, “Listen! You'll never believe this!’’ What follows 
depends on the absurdity of the communique. 
Naturally, not all mishaps are absurd. Some are sad. 
Some are stupid. Others, unbelievable. 

It happened on a beautiful spring day. The weather 
was great — temperature warm, skies cloudless, visibility 
15 plus. A P-3 was airborne on a PUI (pilot under 
instruction) training flight. A ditching drill initiated by a 
simulated uncontrollable fire in the No. 1 engine had 
been conducted (No. 1 engine was actually 
feathered.) — using 4500 feet as simulated sea level. 

Upon completion of the drill, the PUI added power on 
3 engines and climbed to 4800 feet. The IP (instructor 
pilot) told the trainee to execute a 2-engine approach 
and wave off at 4500 feet. Power was reduced to flight 
idle on No. 2, with No. 1 still feathered, to simulate the 
2-engine out condition. 

The PUI eased the aircraft down to 4500 feet, 
dropping gear and full flaps. As he reached base altitude, 
he asked for full power on No. 3 and No. 4 to wave off. 
His airspeed was 125 knots. The aircraft began a left 
turn that could not be stopped with aileron and rudder. 

The IP pointed out that the aircraft was below Vmc 
air. To demonstrate recovery, he reduced power on No. 
4, and the P-3 returned to a wings-level attitude. 
(Naturally, the airspeed bled off to 115-120 knots.) The 
pilot under instruction called for gear up and approach 
flaps. (Airspeed 110 KIAS.) The IP then took over to 
lower the nose, but not before the aircraft slowed to 105 
knots, at which time a moderate airframe buffet began. 
The Orion “departed” — 100,000 pounds of patrol 
plane! The aircraft steadily and rapidly rolled left to a 
90-degree bank, and the nose fell through in an almost 
vertical, nosedown attitude — still rolling left. Wow! 

The IP pulled power back, levelled the wings after 
about 360 degrees of roll, and completed his pullout at 
1500 feet. He added power, brought No. 1 back on the 
line, and scooted for Homeplate. 

Postflight inspection disclosed a +2.6G and a -.8G 
reading on the flight station accelerometer. A thorough 
inspection of the aircraft revealed only a slight buckle on 
the starboard forward wing fuselage fillet at station 534. 











re, Je ‘ ty } consternation that would No 
mew? walked up to the mainte .c¢ 
















Xi ‘4 finced bat 

Ps _ 

fave Just Spur 
Py Af i a * 






















































3¢ if the PPC of a 
ce officer and 


li 


Also, there was a slight wave-type buckle in the leading 
edge fillet, inboard side of No. 4 engine. There were no 
popped rivets, and no other structural damage was 
discovered. The inspectors could not determine if the 
buckles were caused by this incident. 

The PUI’s failure to maintain sufficient airspeed 
resulted in the stall and subsequent departure from 
controlled flight. Contributing to the unusual sequence 
of events was dropping below Vme air with an engine 
feathered. 

This incident did not end in disaster because the IP 
properly executed unusual-attitude recovery techniques. 
Further, he had the foresight to have performed the 
instruction at an altitude twice the “legal” limit. The 
“legal” limit now, as promulgated in a recent P-3 
NATOPS change, is a 4000-foot altitude for 2-engine out 
practice (except in the landing pattern) and for ditching 
drills. Engines will not be feathered during these 
maneuvers. 

(The most important aspect of this incident is the fact 
that it was reported. It takes a big man to tell the world 
“T goofed.” — Ed.) 

Let’s see what a similar situation looked like. This 
flight was to be a combination postmaintenance check 
(after a prop valve housing change) and a PP2P NATOPS 
check flight. One hour after departure, P-3 debris was 
sighted floating offshore by another crew. 

Underwater television revealed the tail was intact, 
with most control surfaces undamaged. Numerous major 
components were recovered such as engines, props, flaps, 
copilot’s overhead instrument panel, and landing gear. 

Careful examination disclosed 3 engines had been 
operating normally, but No. 4 had been feathered. 
Further, flaps were down and the gear was up. 
Indications were that the Orion hit the water hard, 
relatively slow, and in a right-wing down, nose-low 
attitude. The mishap board concluded that the most 
probable cause was loss of control or stall while 
conducting a low-altitude, slow-speed ditching drill. 

The similarity between the two instances is marked. 
Once again in multiengine aircraft, the question of 
caliber of instruction and instruction technique arises. In 
the September 72 APPROACH, the article “What, Why, 
and How” addressed the problem of instruction in 
operating squadrons. One of the main points in any kind 
of aircraft instruction is reiteration of a_ basic 
aerodynamic principle — maintain airspeed. THE 
INSTRUCTOR PILOT MUST NOT RELAX HIS 
GUARD FOR A SECOND. | 








This Is Your Lite 


FOR the most part, each issue of APPROACH is 
devoted to prolonging your life by preventing aircraft 
mishaps. This article is devoted to prolonging your 
life .. . PERIOD. 

What are we talking about? 

Heart attacks, that’s what. 

Do you know that every year in this country there 
are more than 670,000 deaths from heart attack? And 
growing indications that heart disease may be the 
“disease of prosperity”? 

And that the living habits of millions of Americans 
are endangering their hearts at a comparatively early 
age? 

Scientists, in their search for ways to prevent heart 
attacks and strokes, have studied the living habits and 
medical records of thousands of persons in early middle 
age. Those who had heart attacks had one or more of 7 
“risk factors.” 

@ High levels of cholesterol or other fatty substances 
in the blood 

@ Overweight 
High blood pressure 
Lack of exercise 
Cigarette smoking 
Diabetes 
A family history of heart attacks between ages 40 


to 60 

It appears that any one of these risk factors increases 
the chances of a heart attack. And a combination of two 
or more factors multiplies the risk. 

You can have several of these risk factors and still feel 
well. So, do you know if you are a “candidate” for a 
heart attack and what to avoid? 

Your flight surgeon can best answer these questions 
for you specifically. With his advice, you can probably 
regulate any habits and physical conditions which may 
be endangering your heart. 

(Less is known about prevention of stroke than 
prevention of heart attack, but conditions causing both 
are often similar. Much of what is said here about heart 
attack applies to the common kinds of stroke.) 


Physiology 

Let’s have a brief, basic physiology lesson. 

To do its work, the heart must get a continuous 
blood supply through its own network of blood 
vessels — the coronary arteries. The development of 
atherosclerosis in these arteries (coronary artery disease) 
can cause an interruption in this blood supply that will 
bring on a heart attack. 

Atherosclerosis is the most 
arteriosclerosis or hardening of the arteries. It is a disease 
in which cholesterol and other fatty materials become 
embedded in the inner walls of the artery, interfering 
with the circulation of blood. Over many years, these 
fatty deposits accumulate and grow, gradually narrowing 
and roughening the channel through which the blood 
flows. 

(Get a test for cholesterol and triglyceride level when 


common form of 


you take your next physical. That'll give you an idea of 


how much you should be concerned. — Ed.) 

As the blood flows through the arteries, the 
roughened surface of the artery lining may cause a blood 
clot or thrombus to form. A clot can grow large enough 
to completely plug up an artery. 


Heart Attack 


Whenever an artery is blocked, the part of the body it 
serves is deprived of its blood supply and is damaged. If 
the blocking occurs in a coronary artery, the result is a 
heart attack. The medical terms for the blockage are 
coronary thrombosis or coronary occlusion (closing). 
The resulting damage to the heart muscle is called 
myocardial infarction. 

If the clogging occurs in a vessel leading to the brain 
(cerebral thrombosis), the blood supply to part of the 
brain is cut off, and a stroke may occur. The nerve cells 
in the affected part of the brain cannot function. The 
part of the body controlled by those nerve cells cannot 
function either. The result may be minor or severe 
paralysis, loss of memory, difficulty in speaking, and 
impaired vision. Strokes may come about in other ways, 
but in the majority of cases, atherosclerosis is the most 
important underlying cause. 
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Help Yourself? 

What can you do to help yourself? 

Well, for one, take a good look at what you eat. 

Eating habit patterns usually begin in childhood with 
living patterns learned from parents. Children begin early 
in life to overeat and to develop a taste for fattening 
foods. Some youngsters do not take part in sports or get 
enough other exercise. For many, watching TV takes the 
place of active play. Then, in their teens, they often start 
to smoke. By the time they reach their thirties and 
forties, their living pattern is well established. Too many 
are overweight, lead physically inactive lives, and are 
heavy smokers. 

In the United States — as well as other countries with 
high standards of living — some of the most widely used 
foods are: 

@ Meat and dairy products, which are high in 
saturated fat. 

@ Eggs and organ meats, 
cholesterol. 

@ High-calorie foods. 

A diet rich in these types of food tends to raise the 
level of cholesterol in the blood. A high blood 
cholesterol level, in turn, contributes to the development 


which are high in 


of atherosclerosis. This increases the risk of a heart 
attack. 
Reduce the Risk 

If your regular diet is high in saturated fat and 
cholesterol, you may be increasing your risk of heart 
attack. But you can reduce that risk by making these 
changes: 

1. Replace saturated fats in your diet with 
polyunsaturated fats as much as possible. 

Saturated fats are usually solid animal fats — the fat 
in meat, butter, cheese, cream, and whole milk. 
Chocolate and many solid cooking fats are also 
saturated. 

Polyunsaturated fats are largely the liquid vegetable 
oils such as corn, cottonseed, soybean, and safflower 
oils. Fish and poultry also contain polyunsaturates. This 
type of fat tends to lower blood cholesterol. 

The goal in regulating fat in the diet is to raise the 
proportion of polyunsaturates to saturated fats. (You 
can’t eliminate saturated fat entirely since there is some 
in almost any food you eat.) For example, eat more fish 
and poultry in place of meat. Skimmed (fat-free) milk is 
advisable as a valuable source of nutrients. In cooking, 
use vegetable oils instead of solid fats like butter or lard 
or bacon grease. Select margarines that are rich in 
polyunsaturates. They can be identified by a label that 
lists a liquid vegetable oil as the first ingredient. 

2. Eat less food that is high in cholesterol. 

Cholesterol is a substance that our bodies 
manufacture and that is also present in foods we eat. It 
is found in especially large quantities in egg yolks and 
organ meats such as liver and kidney. Shellfish contain 
fairly high amounts of cholesterol. 

When we take in more cholesterol than our bodies 
need, the excess may be deposited in the arteries and 
add to the buildup of atherosclerosis. 

3. Count your calories to lose weight, if necessary, 
and to keep your weight down, or to avoid gaining if 
your weight is normal. 

Fat Folks 


And now a word for all you fat folks... 

It has been shown that life expectancy may be 
shorter for people who are markedly over their normal 
weight. Middle-aged men who are 20 percent overweight, 
for example, have about three times the risk of a fatal 
heart attack compared with middle-aged men of normal 
weight. Obesity also means greater likelihood of high 
blood pressure, elevated blood cholesterol, or diabetes. 

Most people reach their normal adult weight between 
the ages of 21 and 25. With each year after that, you 
need fewer calories to maintain this normal weight. But 
people between the ages of 30 and 50 usually eat just as 
much as they did in their early twenties. And they 
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become physically less active and store the excess 
calories as fat. 

There is no quick, easy way to reduce weight. It is 
best to avoid extreme reducing diets. These usually leave 
out foods essential to good health. Even when such diets 
are successful in bringing your weight down, they don’t 
help you develop a pattern of eating that will keep your 
weight normal. If you need to reduce, ask your flight 
surgeon to advise you. 

Smokers 


And now for you smokers. . . 

Studies show that in middle-aged men, the heart 
attack rate in heavy cigarette smokers is two times as 
high as in non-smokers, pipe, and cigar smokers, and 
former cigarette smokers. Depending on age and the 
amount smoked, death rates from heart attacks in men 
range from 50 to 200 percent higher among cigarette 
smokers than among non-smokers. 

If you have been a heavy smoker, will it do any good 
to stop now? 

Yes. 

The same studies show that people who gave up 
smoking had a lower death rate from heart attack than 
persistent smokers. Actually, the death rate of those 


who stopped smoking was nearly as low as that of 


people who had never smoked. Also, some of the 
abnormal changes in lung tissue of heavy smokers 
gradually reverted toward normal. 
Exercise 
Some scientific studies show that men who lead 
sedentary lives run a higher risk of heart attack than 
those who get regular exercise. Exercise tones the 
muscles, stimulates the circulation, helps to avoid 
overweight — all kinds of good things. 
This doesn’t mean that you should shovel snow in 
winter or play a hard game of tennis if you’re not used 


to such exertion. Strenuous and unaccustomed activity 
occasionally brings on a heart attack in an apparently 
healthy person who has atherosclerosis of the coronary 
arteries. Ask your doctor how much exercise you should 
take in accordance with your age and physical condition. 
He will probably suggest that you increase your physical 
activities gradually. (You can’t go wrong, at least, by 
walking when it isn’t absolutely necessary to ride.) 

Although there is still no ironclad proof that reducing 
the known risks will prevent heart attacks, most of the 
scientific evidence today points that way. At the very 
least, reducing the risks can improve the general health 
and physical fitness of you and your family. Children 
stand to benefit the most by learning early in life to 
avoid eating and living patterns that may lead to 
premature heart disease in adulthood. 

To reduce your risk of heart attack: 

@ Have regular medical checkups. 

@ Regulate fat and cholesterol in your diet. 

@ Reduce if you are overweight. 

® Control high blood pressure. (If this shows up on 
your annual physical, you'll hear about it and get help.) 

@ Don’t smoke cigarettes. 

@ Exercise regularly. 

The information in this article was supplied by the 
American Heart Association. The AHA has a number of 
booklets on the subject. Among them are “The Way to a 
Man’s Heart” (EM455) and “Recipes for Fat-Controlled, 
Low Cholesterol Meals” (EM455A). With a doctor’s 
prescription, you can get “Planning Fat-Controlled Meals 
for 1200-1800 Calories” (EM288), “Planning 
Fat-Controlled Meals for Approximately 2000-2600 
Calories’’ (EM288A ), and “Programmed Instruction for 
Fat-Controlled Diet, 1800 Calories” (EM477). “The 
American Heart Association Cookbook” is available 
commercially. ~=< 


NO POSITIVE SHIFT 


FLYING in a T-28, the copilot (in the rear seat) was under the hood getting some simulated instrument 
time while the pilot (up front) lazed in the sun, keeping a “strict” watch. Towards the end of the hop, the 


copilot was told to “pop the hood,” and he complied. 


Upon releasing the hood, he also assumed he had passed control of the aircraft to the pilot. The ICS had 
been poor throughout the flight, and no other transmissions were made between the two. At that point, the 
aircraft entered a slightly nosedown turn to the right. The rate of turn increased, and the nose continued to 


fall through. 


Finally, at 60 degrees nosedown and 75 degrees of bank, the pilot instructed the copilot to pull out. 
Aileron against the bank and a slight amount of back stick commenced righting the aircraft, but as the 
ground continued to come up, more and more back pressure was added. The nose came up through the 
horizon at an acceptable “air show” recovery altitude, and even though no excessive G showed on the 


accelerometer, it was a quiet trip home. 
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Restrain 
Yourself 


By ENS J. B. Wells 
Naval Safety Cente: 


YOU pull into the chocks, shut down the engine, and 
secure the cockpit. Then you unstrap 
and ... UNSTRAP! That’s the word! You were strapped 
in. Why? To prevent injury, that’s why. Yet, chances are, 
when you get into your car to drive home, your seatbelt 
and shoulder harness won’t be used. 

Are restraining devices really that important in an 
auiomobile? During 1971, the National Safety Council 
indicated that between 2800 and 3500 lives were saved 
through their use. They also estimate that if just 
seatbelts were worn universally, between 8000 and 
10,000 highway deaths would be prevented each year. 

Yet, restraining devices have come under continuous 
attack ever since they came upon the safety scene. Some 
of the arguments against them are illogical appeals to 
emotion rather than rational facts, but unfortunately 
through repetition, they have gained some credence. 
Listed below are some of the myths, misconceptions, 
and downright lies promulgated about seatbelts and 
shoulder harnesses. 

Myth: Safety belts are uncomfortable. 

Some people claim that seatbelts and shoulder 
harnesses are uncomfortable. Granted, it may take a few 
days to get used to wearing them, but the “discomfort” 
is no more than exists when you begin to wear a ring or 
watch for the first time. Soon, you don’t even notice 
them. Furthermore, the Department of Transportation 
points out that restraining devices, if worn properly, can 
actually improve driving posture and reduce fatigue. 

Myth: Safety belts may trap you in a burning or 
submerged auto. 

This scare tactic has been used by critics for years, 
but nothing could be further from the truth. The 
Department of Transportation states that less than one 
percent of injury-producing accidents results in fire or 
submersion. So, already your odds are 99+ to | of being 
safer wearing restraining devices. Also, even if there is a 
fire or submersion, your chances of remaining conscious 


are much greater if you are secured to the seat instead of 
being thrown around inside. This is the same principle as 
securing equipment within the cockpit. Secured items do 
not rattle about during deceleration, but loose items do. 

What about the time element? If your car is on fire, 
couldn’t it spread to the gas tank before you get out of 
your seatbelt and shoulder harness? Not likely. It takes 
about | second to release these restraining devices. 
You'll still have time to get out. 

Myth: You are safer if thrown from the car. 

A quick look at any accident scene where people have 
been thrown from the car will refute this theory. The 
Department of Transportation says you are five times 
more likely to be killed if you are thrown from the auto. 
Common sense backs up this statement. How do you 
think you would fare if you were thrown from your 
aircraft during landing? 

Myth: Safety belts can kill people. 

Not if they are worn properly. The seatbelt should be 
snug, but not so tight as to cut off circulation. They 
should be worn low across the pelvic area and NEVER 
across the stomach. Shoulder harnesses should come 
down across the chest with a “fist’s” width between the 
chest and the strap. NEVER WEAR THE SHOULDER 
HARNESS WITHOUT THE SEATBELT. 

If safety belts are worn correctly, your chances of 
surviving an accident are much improved. If worn 
incorrectly, then you could be severely injured. 

So, now you see the truths rather than the myths. 
Still not convinced? Well, soon you may not have a 
choice. Several states have mandatory safety belt laws 
before the legislature. The 1974 automobiles are to be 
wired so that seatbelts must be fastened before the car 
will start. Further, an increasing number of people are 
demanding that their passengers wear safety belts. 

Why should you wear safety belts in your car? You 
wouldn’t fly without them — would you? So why drive 
without them. ~< 
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FOR ASOs ONLY: 


DETAIL WORK 


By Steve Cook 
NAS Meridian News Bureau 


YOUR mission, Mr. Safety Officer, should you decide 
to accept it, is to ensure safe operations at your 
command. Should you fail, you will be held responsible 
for all loss of life and limb and equipment. In the event 
of an accident, your accident-free flight record will 
automatically and simultaneously destruct. 

But seriously, here are some important points to keep 
in mind: communications, attention to detail, safety 
education, and experience. These four points form the 
foundation of the plan used by Training Squadron 
NINE, a basic jet training squadron flying the T-2B 
Buckeye. They don’t cover all aspects of an accident-free 
safety program, but they are good starting points when 
setting up your own from scratch. These four areas have 
been tried and proven by VT-9 which recently won its 
third Chief of Naval Operations Aviation Safety Award. 

A C.A.S.E. In Point 


COMMUNICATIONS — As ASO, much of your time 
will be spent talking—to instructors, students, 
maintenance personnel, and the CO. “A safety program 
is nine-tenths communications.” To be effective you 
must establish an air of free communications. 

Honest, real-life discussions should NOT stop in the 
readyroom or maintenance control when you walk in. 
The people there and what they can tell you are your 
“safety” livelihood. They should not have the 
impression that you are out to get them, but rather, they 
should feel that you are an integral part of their daily 
operation, an asset in their corner. “You can’t have a 
squadron safety officer as such, you have to have a 
squadron full of safety officers.” Once this safety 
attitude is established, you as safety officer will have 
your finger on the pulse of the safety atmosphere. 

Your next step will be to encourage and subsequently 
expect these personnel to communicate with each other. 
A program of “Peer Pressure” was developed by the 
present VT-9 ASO under which the individuals of a 
command evaluate and criticize each other on a 
professional level with constructive criticism. This safety 
innovation was accomplished by holding meetings once a 
week with the shops, instructors, and students to discuss 
a specific safety point for the week. He feels the 
program has reflected directly on the safety record. 

“A lot of people say it’s luck, just blind luck. Well, 
some of it might be acts of God and a little luck; but I 
don’t believe that... really. That’s not why we have 


37,000 accident-free hours.” 

The incident report is also where communications 
pays off. Incidents are investigated thoroughly, and 
many times what could have been an accident is 
prevented . . . a direct result of communications. 

An important thing to remember is that each of the 
four safety points must be in balance with the other 
three. Great communications will be useless if the 
maintenance people and pilots don’t pay attention to 
detail, which brings us to the second point. 


ATTENTION TO DETAIL — “There’s that familiar 
old cliche, ‘Hindsight is 20/20.’ OK, that goes 
both ways. When you’ve got an accident, you look back 
and try to see what happened. But, in looking back over 
this squadron’s record, I would have to say that 
probably attention to detail is the best summary I can 
put on it.” 

The main thing to know and stress is that each 
person’s job is important, no matter what it is. Aircraft 
have gone down because a nut wasn’t tightened properly 
or because what seems to be an insignificant incident 
wasn’t reported. Each detail is important. An 
insignificant incident report may lead to the discovery of 
a major problem. 
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New aircraft go through 5 or 6 years of growing 
pains. But specific peculiarities continue to be 
discovered. Take for instance the T-2A/B, a jet long used 
in the training command, “‘Our airplanes had new pains 
because they were growing old.” The T-2s have seen a 
lot of use, and extra attention to detail has to be given. 
The personnel servicing and flying these birds know this 
and are always on the alert. 

Again, it is stressed, the incident report is your best 
lever in pulling off an accident-free year. Some feel that 
if your number of incidents increase, an accident is 
waiting to happen. Not so. If incidents increase, it is 
looked on as bringing potentially serious problem areas 
into focus. Attention to detail is important, but it will 
have little effect unless the troops know what to look 
for. This leads to a third point. 

SAFETY EDUCATION — “Most of the time when an 
accident occurs, something is out of the ordinary. A 
pilot makes an approach to the same runway the same 
way ...everything is exactly the same. You throw in 
one thing out of order, and he is apt to resort to old 
habit patterns. What we are trying to do is keep things 
from being normal, especially with the students. In the 
last year, we have concentrated on trying to make the 
student experience situations where things aren’t always 


normal; so he has to think for himself, relying on his 
earlier training.” The ideal safety education would be to 
project problem areas and train the men how to react to 
each one. But all problems cannot be anticipated or 
simulated for this purpose. Therefore, it is important 
that the pilots know their aircraft’s good points and 
weaknesses. 

If a specific problem exists, overemphasize it at the 
brief. Make sure that the pilots not only KNOW of it, 
but that they are THINKING about it. If a problem is 
corrected, let the squadron know about it. They need to 
be kept up to date, and it’s your job to educate them. 

As Safety Officer, you will gain valuable experience, 
most of which is worth passing on. Experience is the last 
of the four safety points. 

EXPERIENCE — There is a vast amount of 
experience surrounding you in your command. Learn to 
use it. Your best source is safety standardization. When 
you boil it down, standardization is a log of past 
experiences compiled by the Safety Center, using the 
entire Navy as a source. Comply with standardization 
rules, add some personal programs of your own, and 
accident-free hours will begin to pile up. 

Experience shows that few accidents are caused by 
any one thing. Dig for the facts from your people and 
the other resources at your disposal, and more than 
likely you will come up with a series of problems leading 
up to an accident — a chain of events. 

An instructor’s personal experience pays off, too. 
“The best lectures and the best movies can tell him 
(student) the why; but one or two sea stories with a 
point can really drive it home.” These “I remember 
when...” stories are too impressive on the minds of 
student pilots not to be used. 

In a basic jet training squadron, one test that will 
show where your safety program stands is preparing the 
student to land on the carrier. Here again, the 
instructor’s personal experience pays off. He has been 
there, and he’ll be able to anticipate specific questions 
and problem areas. 

So again, Communications, Attention to Detail, 
Safety Education, and Experience are four key 
ingredients to ensure an accident-free safety program. 
“In an organization such as a squadron, every man, from 
airman recruit to commander, has his part to do. His 
attitude, morale, and effectiveness, and the people that 
supervise him to ensure that he does his job properly 
(coupled with good leadership) are necessary factors. “To 
get a man to do a job, you have to get him to want to do 
z:*” 

(Quotes used in this article are attributable to present 
and past Air Wing One and VT-9 Aviation Safety 
Officers and VT-9 flight instructors. — Ed.) a 
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Anymouse 


Cleared for Trouble 


A NORMAL landing and rollout 
terminated a routine P-3B training 
flight at NAS West Coast. Upon 
completion of rollout, we were 
instructed to take the next right-off 
available and contact ground 
control. Upon clearing the duty, 
the crew was released from ditching 
stations, and taxi clearance across 
the parallel runway was requested. 
Clearance was received with the 
comment, “It’s closed,” in addition 
to standard terminology. This 
seemed normal, as the ATIS had 
also stated the runway was closed 
and we had observed a crew 
installing a new piece of arresting 
gear on the approach end of the 
parallel. 

As we taxied across the normal 
hold-short line for the parallel, my 
alert copilot spotted a light civilian 
aircraft commencing his landing 
flare on the “closed” runway. A 
rapid application of brakes resulted 
in several crewmembers being 
shaken and bounced about in the 
“‘tube.’’ Ground control was 
informed of the landing aircraft and 


replied by giving us clearance across 
the runway again! We _ were 
extremely lucky in that no injuries 
were sustained, and we waited until 
the civilian aircraft rolled past 
before again requesting clearance to 
cross. 

Personal investigation revealed 
that the tower controller had 
informed the ground controller that 
he was landing traffic long on the 
parallel runway to avoid delay of 
either inbound GCA or normal 
pattern bounce traffic. The ground 
controller did not comprehend the 
new restriction this placed on his 
operations and consequently gave 
us clearance toward a potential 
aircraft accident. 

A suggestion to correct this 
would be to keep the runway 
closed if it is closed. The ground 
controller’s habit pattern all day 
had been the clearance of aircraft 
across the closed runway, and he 
could not immediately cope with 
the runway being open for only one 
landing. My attitude of complete 
faith and trust in tower personnel, 
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combined with a less-observant 
copilot, could very well have 
resulted in one more strike aircraft 
and the loss of a crew. 
Former Trustingmouse 
“Trust” the controller but 
always check for yourself. 


Two (or three or four) 
Wrongs Don’t Make a Right 


WHILE commencing my first 
night touch-and-go at an unfamiliar 
field, I was cleared by the tower for 
the left runway. My copilot, who 
was familiar with the field, 
acknowledged the call. I rolled the 
Hawkeye out on final, completed 
the touch-and-go, and then was 
cleared for an “immediate” left 
turn. At that moment, the blinding 
light of two J-79s in afterburner 
flooded the cockpit as an F-4 
passed overhead, narrowly missing 
us. 

After many radio and telephone 
discussions, it’s obvious that many 
errors in judgment were made. In 
an attempt to help others who 
might fall into the same traps that I 
did, I offer these points: 


@ Always brief for the airfield at 
which you are to be working. I was 
in the wrong for not being fully 
prepared. Although I had been to 
this field many times before, it had 
been more than a year since my last 
visit. | was aware that there were 
dual runways, but didn’t have a 
clear mental picture of them. I saw 


The purpose of Anymouse 
(anonymous) Reports is to help 
prevent or overcome dangerous 
situations. They are submitted by 
Naval and Marine Corps aviation 
personnel who have had 
hazardous or unsafe _ aviation 
experiences. These reports need 
not be signed. Self-mailing forms 
for writing Anymouse Reports are 
available in readyrooms and line 
shacks. All reports are considered 
for appropriate action. 


REPORT AN INCIDENT, 
PREVENT AN ACCIDENT 








only one runway, so I set myself up 
for it. 

@ Keep your head out of the 
cockpit. This was my first night 
field landing in quite some time. I 
was definitely locking onto my 
instruments even though it was a 
VER pattern. 

@ Know what you are looking 
for. The left runway threshold 
started near the midfield mark of 
the right runway. The left runway 
lights were dim and widely spaced, 
making it look like a taxiway. The 
right runway was brightly lit and 
had instrument strobe lights 
operating. It was the only runway I 
saw, so I made my approach to it. 
The tower was wrong in not 
visually monitoring my approach. 

@ Communicate. I didn’t. My 
copilot knew what we_ were 
supposed to do, but didn’t say 
anything. I thought I knew what I 
was supposed to be doing, so I 
didn’t ask. The F-4 was on a GCA 


into the right runway, so he was on 
instruments and didn’t see me until 
it was almost too late. Even then, 
he didn’t say anything. 

@ Multipiloted aircraft are just 
that. So use the other set of eyes. 
My copilot was locked onto the F-4 


in its approach, but wasn’t 
monitoring mine. Therefore, he 
didn’t realize that I was going for 
the wrong runway until it was too 
late. Even then, he didn’t say 
anything because the F-4 had 
disappeared behind and above our 


right wing. He was afraid to say 
anything because I might have 
reacted rashly and added power. 
That would have caused a midair 
for sure. 

I make no excuses for this near 
accident. That many wrongs never 
make a right. You can be sure that I 
brief my flights properly now, but 
it’s too bad that I had to let an 
incident such as this teach me the 
fundamentals. 

E-2 mouse 


Also the tower should have 
alerted you to the GCA traffic. 
And I wonder about the smarts of 
a copilot who would sit there and 
let you fly in front of an F-4 ona 
GCA final. 


Look Good 


IT had been a long, dark night, 
and we were returning to the carrier 
in our trusty E-1B for the usual 
EMCON recovery. We departed our 
holding fix inbound and, upon 
acquisition of the ball, blinked our 
lights. Approaching from port, 
however, was a green and red light 
turning toward us as if they also 
wanted to fly the ball. 

The aircraft, an S-2, flew 
directly in front of us, turning to 
the same heading and flying the 
same airspeed as we. “My gosh!” I 
thought, “Surely, he must have 
seen our twirlies and taxi light as he 
was approaching us.” Then, he 
blinked his lights for the ball call. 
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Although it was a loose left 
formation, it seemed quite tight at 
the time, especially since it was 
night. Both of us were flying the 
ball (ours was a centered ball about 
%-mile out). We decided to let him 
have it as we gradually eased left, 
cleaning up as we waved off. 

I thought this would be the end 
of our problems, but the S-2 
received a close-in waveoff. / had 
the situation in hand, but now he 
was about to turn left downwind; 
and realizing he didn’t see us 
before, the thought occurred that 
he might not see us a second time. 
At that point, we broke radio 
silence, ““‘S-2 on the waveoff, this is 
an E-1 to your port. We’re No. 1 to 
turn downwind.” From that point 
on, things went normally. 

You can imagine the debrief. 
And you can imagine the tower and 
paddles trying to receive two 
aircraft flying the ball at night in 
formation. This was certainly a case 
of an aircraft crew not keeping 
heads up in a _ night carrier 
environment. We’re not blowing 
our own horn, mind you, but we 
did act as a team, taking action and 
communicating when necessary. I 
think it would be helpful to 
reemphasize the need for the 
copilot to keep his head on a 
swivel. It’s hairy in the carrier 
environment, especially at night 
and in EMCON conditions. Let’s 
keep aware and not have both 
pilots’ eyeballs in the cockpit at the 
same time. 

Hairymouse 


For a ship to adhere strictly and 
blindly to EMCON in a peacetime 
evolution when two _ birds are 
converging on the ‘“‘same’’ ball 
doesn’t speak too highly of the 
Boss or Paddles. A word or two on 
the air at such a time would 
certainly pay more dividends than a 
couple of thousand during the 
mishap investigation that might 
have followed. at 
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A RECENT aircraft accident left 
two pilots stranded following a 
successful full autorotation at night 
on a_ fog-shrouded hilltop. The 
survival phase of their experience is 
worthy of comment and some 
thought. 

The plane went down before a 
Mayday broadcast could be made. 
Search aircraft could be heard 
overhead, so the pilots took their 
survival radios out of their vests. 

“Damn. No voice capability. It’s 
a good thing I read how to activate 
this thing just a few days ago... I 
wonder if the beeper is working? 

. Where are those instructions? I 
want to be operate it 
right . . . The search plane is coming 
nearer. I'll fire my pen flare. Wow! 
This thing was packed with the 
cartridge loaded in it! I’ve been 
flying with a cocked pen gun under 
my chin! ... We still don’t know if 
the SAR bird knows where we 
are... Let me turn the plane 
battery on and see if we can 
contact him.” 

Contact was established. Futile 
attempts at landing in the fog were 
made and abandoned, and the 
pilots prepared to spend the night 
in the field. 

“I wish I had worn my flight 
jacket. These summer flight suits 


sure to 
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aren’t very warm... I thought the 
survival vest had a space blanket in 
it. Mine hasn’t... Let’s get some 
firewood ... This fog is so thick I 
can’t see the fire from more than 
30 feet away. Man, it’s cold!” 

One man at a time looked for 
firewood so he could be guided 
back by the shouting of his partner. 
At daylight, they discovered that 
they had unknowingly conducted 
their search along the edge of a 
200-foot cliff. At times, they had 
been within a foot of the edge. 

Do you know your emergency 
equipment? Do you carry ail of it 
on every flight? 

How would those pilots have 
fared if or both had been 
injured? 

What are the survival procedures? 

Do you energize a_ crashed 
aircraft’s systems? 

Do you leave the aircraft? 

What would you have done? 

P.S. Could you helicopter pilots 
successfully pull off a_ night 
autorotation with the last 200 feet 
in dense fog? In hill country? It 
worked in this case because the 
procedures were sound, believed in, 
and practiced as a team (plus a little 
bit of luck. — Ed. ). 

MAJ C. R. Perry, USMC 
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notes from your flight surgeon 


Hard Landing 


“1M going to touch down in 
that big pond next to the power 
plant,” a pilot thought as he swung 
back and forth under his parachute 
after a low-level ejection. 

Water’s water, so he deployed 
his liferaft. The raft slowed the 
chute’s pendulum effect. He tried 
to steer his chute to the pond to 
miss the many high-tension wires in 
the area. Wind, however, kept him 
from making any headway. 

“It became quite obvious as I 
neared the ground,” he says, “that 
the chute was carrying me directly 
into the middle of the wires. I 
pulled strongly on the downwind 
risers and set up a rapid drift. | 
cleared the last wire with both 
knees pulled up into my chest. 

“Right after that, | seemed to 
drop rapidly straight down into the 
asphalt parking lot next to the 
plant. Because my legs were still up, 
I landed on my tail (sustaining a 
bruised coccyx) and fell over. My 
helmet absorbed a heavy impact 
with the asphalt which 
momentarily dazed me. 

“Without my helmet I would 
have incurred head injuries.” 


Liability 
“VAST experience sufficiently 
remote may in some situations be 


as much a liability as an asset.” 
Flight surgeon in MOR 


Physically Fit 


“A VERY significant factor in 
this rescue is the fact that the 
pilot’s excellent physical condition 
enabled him to function without a 
raft for a period of 35 to 40 
minutes in an environment nearing 


that which requires an anti- 
exposure suit. 

“I feel that situations such as 
this reinforce the NATOPS stand 
on physical fitness for aviators.” 

Reporting flight surgeon 


So Shine! 


IF you are a “searchee,” use 
everything you’ve got to let the 
searchers know where you are. 

The pilots of orbiting aircraft 
were unable to tell whether a pilot 
survivor was below them in the 
water or not. The lights they saw 
could have been buoys, or they 
could have been small fishing boats 
off the coast. The downed aviator 
never used his day/night flares or 
his pencil flares — only his 
flashlight and strobe light. (The 
strobe light we'll get to later.) Not 
until the SAR helo arrived and 
reported the survivor in sight was 
his location confirmed. 

The survivor pilot had trouble 
with his strobe and no wonder. He 
had the strobe attached to the right 
shoulder strap of his torso harness 
in a laced pouch which could slide 


“ .. but first let me say that was one 
helluva landing, Skip.” 
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up and down. When he ejected, the 
strobe slid over his shoulder and 
down the strap to his back. He had 
to use two hands to turn it on, and 
there was no way he could get it up 
where he wanted it. Consequently, 
the light was rarely visible to 
anyone trying to find him. 

Talk about unauthorized 
modifications! 

The best place for your strobe 
light is on your helmet. Velcro for 
zapping the light where it can be 
seen is now mandatory for the 
APH-6 and SPH-3 per NavAir 
13-1-6.7, Aircrew Personal 
Protective Equipment Manual. Let 
your light so shine... 


Winter Underwear 


A COUPLE of cold days ago, we 
heard about a fatality in a sister 
service where a man died in a cold 
weather survival situation because 
he was not wearing protective 
clothing. The question then came 
up: what kind of underwear should 
you wear under your flight suit in 
the winter? 

To get the authoritative word, 
we consulted NavAir 13-1-6.7, the 
Aircrew Personal Protective 
Equipment Manual. Rhovyl 
underwear (made of PVC or 
polyvinyl chloride) is required under 
the CWU-33P anti-exposure suit. 
The only kind of underwear you 
can wear with the CWU-33P is the 
rhovyl. Under your flight suit, you 
can wear cold weather underwear 
(undershirt and drawers) made of 
either 100% cotton waffle-weave or 
the PVC rhovyl. 

If you find yourself in a survival 
situation in the wind and snow this 
winter, will you be warm enough to 
survive? _s? 





Mr. Beasley’s recent trip around the VP community 
prompted this article. It seems that some “‘new”’ techniques 
for landing the P-3 are being taught when, in fact, the old 
techniques are better. He has logged 16,700 landings in the 
P-3 (2580 in 1973), has flown with 410 Navy pilots, and is 


still flying. 


LANDING THE P-3 


(or whatever) 


By Jay Beasley, Lockheed 


MANY pilots, to make the aircraft land at an 
intended touchdown spot, will actually push the nose 
down until contact is made with the runway. The next 
action is to nail the nosewheel to the deck to prevent 
any possibility of subsequent flight. This is usually 
followed by removing many hundred horsepower by 
snapping the power levers to idle. A landing? Never! It’s 
an arrival. 

Techniques used in landing the P-3 are identical to 
that of other airplanes in the same category. The Orion 
is a normal-flying aircraft in all respects. It’s an airliner 
with a bomb bay and a MAD boom. It lands flat only 
when the pilot lands it flat. It lands nose high touching 
down softly, when the pilot uses correct speed and 
power settings — just like all other airplanes. 

Some better-than-average qualities include its almost 
instantaneous power and control responses. This might 
make some pilots overconfident. The turboprop 
installation is unique in that RPM during flight is 
constant at 100 percent. Therefore, gradual power 


changes of considerable magnitude may go undetected 
aurally. 

The horsepower gages should be included in the scan 
pattern during approach to prevent an unknown 
speed/power relationship when crossing the end of the 
runway. Horsepower gages might be thought of as 
airspeed generators. 

Since the fuel controls. are adjusted to meet starting 
limitations, it is common for horsepower readings to be 
negative at flight idle at slow airspeeds. Should a throttle 
chop be made at the proper flare speed, the resulting 
negative thrust could cause rapid deceleration to a hard 
landing. Power control during the flare and touchdown, 
as well as throughout the approach, becomes highly 
important. 

An ideal approach to a landing is one during which 
speed and power are gradually reduced so that at 
touchdown thrust is zero. Since flight idle power is 
usually negative and may vary from engine to engine, 
it would be virtually impossible to select power 
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lever positions producing zero thrust while looking at 
the runway. This problem can be alleviated by making 
gradual power reductions to desired settings producing 
the proper deceleration and flare speed. 

Generally, the last observed setting will be about 500 
SHP across the board just prior to entering the flare. As 
the flare is established, ease off the power. Naturally, 
your speed will diminish once the flare is established and 
power reduced. To arrest the sink rate, it will be 
necessary to tilt the wing to a higher angle to create new 
lift. Detection of the sink rate is commonly determined 
by seat-of-the-pants and controlled solely by visual 
reference to some portion of the runway ahead of the 
aircraft. 

The preceding method of landing conventional 
airplanes on runways has been the accepted practice 
since the beginning of aviation. Strangely, other methods 
are being taught by some instructors. For example, to 
eliminate the possibility of an abrupt power reduction at 
the flare, students are being instructed to land with no 
less than 500 SHP across the board. Now, with 2000 
horsepower, the aircraft will float for a considerable 
distance should any effort be made to hold it 
off — especially as the weight decreases. 

This effect is undoubtedly responsible for frequent 
remarks that the Orion is difficult to land when it is 
light. No way! All it means is that the pilot is incapable 
of reducing power with one hand while easing in back 
pressure with the other, without ballooning or dropping 
it in. Perhaps his instructor couldn’t do it either. 

An ASW aircraft is an expensive platform for 
sophisticated electronics and not a vehicle to plumber 
around in and walk away from contented. A smooth 
landing is always the desirable way to end a flight, but 
not if it requires the entire length of the runway. 
Perhaps, if the basic rules of flying are reviewed from 
time to time, smooth landings can be made with lots of 
runway remaining. 

Some pilots can consistently make smooth landings 
by touching down flat, with considerable power, and 
much too fast. Fast touchdowns do not usually present 
any problems on a dry runway. Once a pilot develops 
this habit, however, problems will arise on short 
runways, and wet ones, AND icy ones. 

Pilots who consistently land fast are usually ones who 
approach too slowly and have to add power to make the 


threshold. Some worry about their speed all around the 
pattern seeking some fictitious numbers by jockeying 
power levers. Usually, the power is reduced to slow to 
1.35 Vs and to extend LAND flaps. Then the nose must 
be pushed over to avoid a quick airspeed decrease; and 
the proverbial three-hands-full-of-trim must be applied at 
once, because the hand is needed on the power levers to 
add thrust for the landing. 

It would seem that many of the basic rules of flying 
have been discarded by some for the 
new-state-of-the-art. The new-state-of-the-art does NOT 
exist, but new people do appear from time to time. It 
still takes more power to maintain airspeed in a turn 
than is required in level flight. 

Few will dispute that flaps are installed on aircraft so 
they may be flown slower. Landing flaps are normally 
extended to reduce speed, but not right at the last 
minute. It is still easier to put flaps out to slow the 
airplane than it is to slow the airplane to put flaps out. 
When landing, the objective is to stop, and this becomes 
more difficult when power is being added instead of 
reduced. 

Perhaps too much emphasis is sometimes placed on 
airspeed and altitude at certain pattern positions and not 
enough on power settings and glide slope. By setting the 
horsepower correctly and pointing the nose to the end 
of the runway, the correct airspeed is usually attained 
for the respective position in the pattern. If the 
horsepower gages are included in the scan pattern, they 
become flight instruments and, best of all, backup for 
the airspeed indicators. On occasion, the airspeed 
indicators do malfunction, and the horsepower gages can 
be comforting. 


NATOBPS sez: 


“At the base leg position, complete the 
landing checklist and commence a visual 
descending/decelerating approach so that the 
airspeed slowly tapers to 1.35 Vs (APPROACH 
flaps) or 1.3 Vs (LAND flaps) as the flare is 
established. It is not desirable to arrive at these 
speeds early on final approach. Ease off power 
as flare is established.” 


Temper is one of your valued possessions, don’t lose it. 
Ace L. 
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It’s the people who do nothing who are most sure that nothing can be done. 





Dual Visor 


Pensacola, FL — “Things That Go Bump 
in the Night” (September 1973 issue) 
illustrates a problem from which those 
of us just beginning careers in naval 
aviation will suffer. I am referring to the 
fact that the double-visor flight helmets 
are no longer being issued to student 
aviators. 

True, the visors on the single-visor 
helmets can be switched in a couple of 
minutes (but, only on the ground!). The 
article, however, is an example of the 
classic situation of a late afternoon 
takeoff when the dark visor must 
eventually be replaced with the clear one 
while airborne. 

It is, of course, left to the pilot’s 
discretion whether or not to make use of 
the clear visor. But, for those who desire 
to protect their eyes with the clear visor, 
it is extremely beneficial to issue helmets 
that provide a built in option. 

ENS J. Barrett Love, USN 

VT-4 

®@ Although it is true that helmets are 
now coming through with the single 
visor installed, you are by no means 
“‘locked”’’ into this configuration. 
NAVAIR 13-1-6.7 (Aircrew Personal 
Protective Equipment Manual), 
paragraph 3-34, allows modification of 
the APH-6 series helmet to the dual-visor 
configuration at the discretion of the 
squadron commander. This modification 
can be performed at the squadron level. 


Flaps Management 


FPO, San Francisco — This idea is not a 
new one by any means, but it involves 
forgetting a procedure “written in 
blood” over the years. I’m referring to 


the way flaps are lowered or raised. It 
probably applies to many naval aircraft, 
but is certainly applicable in the ‘“‘Stoof” 
with which I’m most familiar. 

There are hundreds of aviators who 
daily lower and raise flaps by 
momentarily hitting the flap selector and 
allowing the flaps to move to the new 
position. To successfully recover from a 
split flap condition, it is imperative that 
the pilot not let go of the selector until 
the flaps in fact match the position of 
the handle. This is true regardless of the 
prior position of flaps, whether going 
from full down or any intermediate 
position to a new position. 

Should a roll commence due to split 
flaps, the extra seconds it takes to 
“reacquire” the flap handle could 
preclude timely corrective action. The 
correct procedure used to be stressed in 
the training command, but probably 
isn’t anymore since so many nuggets 
(and experienced aviators as well) seem 
to slap the flaps down without thought 
of a possible split. 

A little extra care here could save an 
aircraft and crew some time. 

CDR Ken Dickey 
CO, VS-29 


© Right on. 


Way To Go, Mike 


COMNAVAIRLANT Staff, Norfolk — 
As a former CO of HC-2, I say a hearty 
amen to Mike Marriott’s article 
‘“‘Twenty-Five Years...and Still 
Holding” in the November APPROACH. 
Mike is fighting the good fight that most 
helicopter pilots have been waging since 
1 April 1948 when HU-2/HU-1 were 
born. 

During my tour as Commanding 
Officer, I convinced AirLant and 
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Ace L. 


BUPERS to include a_ 1-day 
indoctrination for all prospective carrier 
commanding officers at HC-2. We 
briefed them half a day and flew them 
half a day. The rewards were handsome. 
The carrier COs who had our 1-day 
program responded with enthusiasm, and 
their operating procedures gave helos the 
same consideration as _ fixed-wing 
aircraft. That’s all we ask. 

The idea was not mine. The same 
George Gilpin (now LCDI retired) 
referred to in Mike’s article gets the 
credit. 

CAPT G. E. Skinner, USN 


Clarification 


FPO, San Francisco — The October issue 
of APPROACH was again a superior 
effort of great importance to all of us in 
VMFA-212. You can imagine our 
surprise, though, when we viewed what 
appeared to be a significant oversight by 
the author of the article on page 20, 
entitled, “‘An Icy Tale.”’ There, in the 
last paragraph, in capital print, attention 
was directed to “General NATOPS, 
OPNAVINST 3710.7F,” with a quote 
from paragraph 325b. Unless we have 
our pubs terribly confused, it is believed 
that the NATOPS General Flight and 
Operating Instructions Manual, 
OPNAVINST 3710.7G, with change 1 
and interim changes 2 and 3, is the 
current reference; we received it in July 
1973. 

Certainly, the point made by the 
author is undeniably valid. The 





APPROACH welcomes letters from 
its readers. All letters should be 
signed though names will be 
withheld on request. 

Address: APPROACH Editor, 
Naval Safety Center, NAS Norfolk, 
Va. 23511. Views expressed are 
those of the writers and do not 
imply endorsement by the Naval 
Safety Center. 














paragraph in question now has some 
newly added information that may 
further assist the misdirected aviator. 
Also, in the same issue, on pages 16 
and 17, was a timely reminder about 
hydroplaning with some follow up “Be 
Prepared” notes. It proved to be of great 
interest since here at Kaneohe Marine 
Corps Air Station we are confronted 
with an extremely short runway (7767 
feet) that is 200 feet wide with 
numerous obstructions bordering both 
sides. Granted, the weather is great, but 
we are menaced by _ unpredictable 
rainshowers that can _ change field 
conditions several times in a matter of 
minutes and are particular hazards 
during winter months. Although the 
F-4J NATOPS makes specific reference 
to it, the “Be Prepared” portion of the 
article never addressed the use of nose 
gear steering. Do the safety people have 
an opinion or possibly some 
recommendation with respect to the 
employment of nose gear steering during 
wet runway and/or crosswind landings? 
Volume 20, 2nd quarter 1973 issue of 
the McDonnell Douglas Product Support 
Digest has some interesting thoughts on 
the same subject. 
CAPT J. J. Barta, USMC 
NATOPS Officer 
VMFA-212, MAG-24 
lst Marine Brigade 


@ OPNAVINST 3710.7G is the latest 
revision. We just flat stepped on it — no 
excuse. 

The NAVSAFECEN F-4 analyst was 
queried on the subject of nose gear 
steering on wet runway/crosswind 
conditions, and the substance of his 
remarks follows: 

Although NATOPS gives the pilot the 
option of using nose gear steering, its use 
is not recommended. The system was 
designed as a low-speed, ground handling 
aid (for taxiing) and is not sufficiently 
reliable for the high-speed/adverse 
condition situation which might be 
encountered during the landing rollout. 


This is due in part to its basic design and 
in part to the low priority of 
maintenance which the system often 
receives. We feel the best method of 
controlling the aircraft during rollout is 
with stick and rudder and judicious use 
of brakes — and, planning your landing 
BEFORE touchdown. 


UFO 


NAS Jacksonville, FL—The following 
occurrence raised some eyebrows in our 
squadron. There was no damage to the 
aircraft, but a few anxious moments 
were spent by the aircrews. 

On 17 September 1973 at 0700, five 
SH-3Hs launched from USS GUAM and 
rendezvoused over Cape Charles, 
Virginia, for a flight north to NAS 
Lakehurst. There was a scattered cloud 
layer at 2000 feet, and visibility was 3-5 
miles in haze and ground fog. The 
aircraft were in a scout line at 1500 feet 
and 90 KIAS. 

Just north of Cape Charles, the pilots 
at the controls started involuntarily 
dodging small dark objects. At first, the 
other pilots and aircrews expressed 
disbelief. The objects were too small to 
be seen soon enough to be avoided. Two 
strikes were reported—one on a 
windshield and one on the nose. 

One pilot thought the missiles were 
small birds. The helos flew in and out of 
the objects for 35-40 minutes, until well 
past Salisbury, Maryland. 

It was never determined what the 
objects were. Some thought they were 
small birds; others thought they were 
large insects. The flightpaths of the 
objects were erratic, and they made 
horrendous splatter patterns. 

By chance, a week later, the Asbury 
Park (NJ) Press discussed some of the 
migratory patterns and habits of 
Monarch butterflies. 

These questions are still not 
answered: Were the objects actually 
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butterflies? If so, at what altitudes can 
they be expected to fly and at what time 
of year? Any reported damage from 
butterfly strikes? Any info you have on 
the subject would be interesting. 
LCDR Robert Parkinson 
HS-15, ASO 
®@ No news is good news, and that’s what 
we have right now — no news. We have 
posed your questions to state offices 
ranging from the environmental to the 
aeronautical. The Virginia State 
Agricultural Department in Richmond 
replied that no known insect would be 
flying at 1500 feet. So the best guess 
seems to be-tiny birds? If the 
entomologists come up with any info, 
we'll pass it on. 


Future Blue 


Marietta, GA —1 have been a reader of 
APPROACH for nearly 2 years. With 
each edition, I learn something new. 

At the age of five, I saw the Blue 
Angels and have wanted to be a Navy 
pilot since. I have some flight time 
already and hope to enter the Navy 
through AVROC. 

I am in college and working hard at it. 
Is there any way to prepare for the 
selection test? And is it possible to 
receive an address to which I may send a 
request for pictures of the Blue Angels? 
Those Blues are the greatest, and you'll 
soon see me in the No. | slot. Thanks for 
taking time to read my letter. I just 
wanted to let you know that you have a 
future pilot reading your magazine. 

Ed Hart 


@ Your letter made our day. We have 
forwarded your request for pictures of 
the Blues, and you should be hearing 
from them soon. 

The best thing you can do to prepare 
for selection is what you’re doing right 
now. Your college courses are the most 
important prerequisite. Good luck in 
your endeavors. ~< 





..° @DProach ... 
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Commander, Naval Safety Center 
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Our product is safety, our process is education and 
our profit is measured in the preservation of lives 
and equipment and increased mission readiness. 
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er too tired to fly...’ 


THIS film depicts an aircraft accident that is the result of a 
number of human errors occurring in a chain of interacting 
events, any of which could have been prevented by the 
exercise of good human resources management techniques by 
supervisors from the commanding officer on down. Emotions 
cloud judgment, however, and details are overlooked, errors 
escape unnoticed, and a costly and tragic accident is the 
result. 

The film follows two F-4 pilots who are candidates for 
potential accidents due to preoccupation with personal 
problems. One of these aviators has his attention drawn to 
this fact by his CO. The other is involved in an emergency 
situation brought about by the momentary distraction of a 
mechanic who worked on the aircraft. 


LT Hays is told he was ‘taken’ by a used car salesman. 


NAVSAFECEN Productions presents: 


Accident on the 
Way to Happening 


MN 11375 21 Minute, Color, Sound Film 


Dr. R. A. Alkov 
Technical Advisor 
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